Analysis of ethnic differences in disease is complicated by the fact that culture has an effect on whether people identify themselves as ill and how often they use medical services. This paper cites evidence to show that use of selected medical services by older members of ethnic groups appears to be high. Although a relatively high amount of disease among minority ethnic groups partly accounts for this, additional explanations-notably, cultural perceptions of doctors and aspects of the ageing migrant's position in society-are suggested.
Introduction
West Indians and Asians over retirement age represent only small minorities within their own ethnic groups in Britain. In the West Midlands, for example, the proportion is only 2-2% of all those originating from the New Commonwealth and Pakistan (Office of Population Censuses and Surveys, 1982) . However, those now between 45 years old and retirement age form a more substantial proportion (14% in the West Midlands) and the number of older Asians and West Indians will rise rapidly.
Initial findings suggest a considerably greater use of medical services by old Asians and West Indians than by old whites living in the same environment (Blakemore, 1982) . This paper outlines salient aspects of the social position of the elderly of ethnic minority groups which might influence their attitudes to illness and to medical services.
Methods
The data are drawn from a survey of 400 Caution should also be exercised in interpreting results because there is a higher proportion ofmen in the Asian group (63%) than in the West Indian (38%) or white groups (33%). Some of these differences reflect unwillingness of Asian women and of West Indian men to be interviewed as well as objective differences in the sex ratios of each group. A largescale survey in the West Midlands (Johnson, Cross and Parker, 1982) also shows approximately similar proportions of males and females in inner-city West Indian, Asian and white retired groups.
Results
As the need to consult medical practitioners generally increases with age (Central Statistical Office, 1980) , we might expect the relatively young group of retired West Indians and Asians to have seen their general practitioners (GPs) less recently than the retired population as a whole, and markedly less than retired inner city whites, among whom is a high number of 'old elderly'. This was not found to Apart from GP consultations, the AFFOR survey also looked into frequency of hospitalization and use of out-patient services during the year before interview. Old Asians use hospital services significantly less than West Indians (P<0 001), though about the same as by whites. However, Asian respondents reported serious illnesses and chronic complaints about 4s often as West Indians. Some old Asians could be avoiding or delaying hospital treatment, suggesting a need to introduce the kind of health advisory services for Asians described by Forrest and Sims (1982) .
Discussion
That ethnic differences in common diseases occur as a result of combinations of genetic and environmental influences is hardly in question. American evidence (Lawton, 1980) confirms that the health of older blacks and other disadvantaged minorities is usually poorer than that of old whites living in similar environments. Poverty, below-average working conditions and ethnic differences in diet could contribute to the existence of such objective differences in morbidity and mortality rates. However, such inequalities do not mean that cultural influences on use of medical services are unimportant. First, cultural attitudes to illness and medical practitioners could boost GP consultations by the ethnic minority elderly over and above an objectively higher morbidity rate among this group. Second, the appearance of differences in use of hospital services between Asians and West Indians shows that cultural differences play a part within the broad category of 'ethnic minority elderly' despite, in this case, approximately similar amounts of reported illnesses.
The significance of cultural factors is also illustrated by the perceived role of medical practitioners among old Asians and West Indians. Doctors' advice is readily sought, partly because their role is clearly identifiable and respected, and partly because medical practice in less developed countries has developed along western lines-with the exception that access to doctors in those countries is much more restricted. In Britain, old Asians and West Indians enjoy relatively unrestricted access to GPs. West Indians often cited British medical services as a reason for staying; for a few, access to medical services is the sole reason. The significance of medical consultations for old West Indians is illustrated by the value they place on seeking second opinions. This could stem from traditions in the West Indies, where it is commonly accepted that-if the patient can afford it-overstretched, hospital-based services should be supplemented by private consultations, though old Asians, whose countries of origin share similar kinds of inequality in medical provision, do not seem to seek second opinions as often.
More generally, the role of the migrant contains problems which undoubtedly affect some West Indians and Asians and which could play a part in causing them to seek medical attention more often than old whites. There is the problem, for example, of not feeling emotionally rooted in the society in which one lives, and which perhaps one had once intended to leave on retirement. AFFOR found that, for economic and other reasons, very few old Asians or West Indians make definite plans to return, but this does not mean that most are happily adjusted to old age in Britain; rather, some feel trapped in a society they have very mixed feelings about. 
